Application for License to ;‘;Lgiicj t}?s; Of?w
Operate a Long-term Care Facility | Anount.# 22502 d

IDENTIFICATION ﬁ;{a{f% L_gvuu\LLC/
Name EVay bray the dbat Floreee {ook Cane Covter
Address 6925 Borbington f: k.

City/County/Zip _Flocevee, Ky Hloy2 - 16! ¥

Telephone number 513- 605~ 500l

Administrator J:ﬂ{/hy Yates

Date facility operation began at current address

Date facility began operation under current owner

TYPE BEDS No. beds licensed No. beds requested
Skilled / 50 ]SO

Nursing Home

Nursing Facility

Intermediate Care

iICF/MR

Personal Care

CONTROL  (check one in each column)

State Individual

County denpro.‘it Partnership
o (Corporaton

OWNERSHIP

Name and address of individual owner, partners or corporation. If partnership, list
partners.

S-eut gwmx L [00 2 Otwpar
128500 faed Hontmon Hwy
v divpats , OH "/5“'2‘“/ g
ek RECEIVED |
DEC 14 201 \)/\/'
(OVER)
OFFIGE OF INSPECTOR GENERAL

e

e e e T T



If facility owned or leased by a corporation, complete the following:

Name of corporation 8 e R&ql 1}/ ) LLtc.
‘/ L)
Address of corporation JZEoo ﬂ.ﬂ.ﬁoﬂ Hertmons HW}( Oy 0H Y82y

President or Chairman St @c-{m& L
Vice President 4 rtg  Mi [ler
Secretary Qley @o Yl L
Treasurer Jonacg £, T L

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facility.

If owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or director of the corporation.

If owned by a partnership, attach a separate sheet listing the names and addresses of
each partner.

Name and address of parent corporation and/or management company, if applicable.

Parent Management Company
Healdh Lort Mouc;mm,u"f ﬁ/‘au/
(2500 feed Hort-prov -HUI;./

b duats, OU  YS2Y

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time. | agree
that this facility and all aspects of its operation shall be open at all times to inspection and
surveillance by all state agency licensure personnel. | certify that the information given in
completing this application is accurate to the best of my knowledge and recognize that

falsification of thig application can result in denial or revocation of licensure.
QQQN QJ&W\ (Fo 11~/8-1

Signature of authorized representative Title Date

Return Application and fee {o: Office of Inspector General

275 East Main Street, 5E-A
Frankfort, Kentucky 40621

0IG 5
(10/2002)



